Col onization of the tracheobroochial tree with Gramnegative organisms following prolonged nasotracheal intubation or tnacheostomy frequently is found in current hospital populations.i2 These changes in tracheal flora relate either to the period postintubation or to prophylactic or therapeutic use of antibiotic drugs. Cram-positive organisms usually are found early in the course of hospitalization and probably represent contamination of the lower airway as a result of the introduction of the organisms duning intuhation.
The presence of organisms, per se, cultured from the tracheobronchial tree does not constitute a pulmonary infection without evidence of fever, leukocytosis, and changes in the chest roentgenogram. Wher specific pulmonaty infection is not present, antibiotics directed at organisms found in the tracheal aspirate, particularly Cram-negati e organisms, are contraindicated because of the development of superinfection. Nevertheless, the results of the cultures of routine frequent tracheal aspirates are of considerable benefit. They provide evidenoe of the presence of Gram-positive organisfris, eg, beta hemolytic streptococci, which may require immediate antibiotic therapy. They also permit detection of changes in the tracheal flora, and thereby allow rapid utilization of antibiotic therapy if and when pulmonary infection becomes overt, This case illustrates the need for monitoring the bacteriology of tracheal aspirates.
CASE REPORT
A 46-year-old woman was admitted to hospital following a Tracheal aspirate at the time of tracheostomy revealed normal flora. On the second hospital day, the cultured tracheal aspirate showed a heavy growth of Corynehacterium diphtheriae. On clinical examination, there was no membrane present in the trachea, the nose, the pharynx, or any wounds. The in vitro toxin test confirmed that this was a toxicogenic organism. Clindamycin (Cleosin) 150 mg po every six hours was commenced and continued for seven days; 80,000 units of antitoxin were given intravenously. Routine tracheal aspirates were cultured daily. The intensive care unit staff and all hospital personnel who had been in contact with the case had throat swabs cultured specifically for C diphtheriae.
Examination of the hospital files showed that the patient's ten-year-old son had been an in-patient 15 months previously, with a diagnosis of clinical diphtheria.3 He had been discharged with negative cultures. No evidence of C diphtheriae was found in any hospital contact. C diphtheriae was no longer present in the patient's tracheal aspirate 72 hours after therapy was instituted. The patient made an uneventful recovery, was subsequently weaned from the ventilator, and discharged to her home.
DISCUSSION
This is the first documented case of a patient with a flail chest injury and with C diphtheriae in the tracheobronchial tree. In the absence of clinical disease, it can be assumed that this patient was a carrier of the organism, presumably in the nasopharynx. Had routine procedures not been adhered to, C diphtheriae could have spread unsuspectedly in the many patients with tracheostomies in the intensive care unit, This case illustrates the need for, and the value of, initial and then frequent tracheal aspirate cultures in all patients with endotracheal and tracheostomy tubes.
REFERENCES
1Redman LR, Lockey E: Colonization of the upper respiratory tract with Gram-negative bacilli after operation, endotracheal intubation and prophylactic antibiotic therapy. Anaesthesia 22:220-227, 1967 
